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ROUTINE/PERIODIC EXAMINATION REPORT (MEDICAL- CONFIDENTIAL)

RUSAYL HEALTH CENTRE | Forenames C URINDER 4] s«la 4

150 §001- 2015 Ceriilied Co,

PLEASE COMPLETE YOUR PERSONAL L
: DETAILS IN BLOGK CAPITALS Nationality i ND | ‘\ N
Mobile No. 9 5 Q 3 53 M Home/l.eave Address: Company Number: Reference Indicator:

PersonalDetails('[l\[t 9]QH2LQ«£ DD@' 30 !‘DE [L):,?

A m/Male [ lremale . I__.E{Married [ Isingle [ separated iDivorced Aidow(er)

Relationship to gmployee
Home/Leave Address: D%] Wife Son [_IDaughter | No of Children: 0 04

Reason for Examination (tick as appropriate) '

Periodic Medical Examination m/ Final / Retirement l::] ~ Other Reason:l:]
Employee only '70 neo D&‘VE& . Hv
B Present Job afg: Loca:to A l AR Next Job and Location: -

Are you a registered person with special needs? [__—I 6\[ ) i Do you belong to any Medical Insurance Scheme? [L—_L/

Previous Medical History: All important medical events should be listed and dated at every medical examination. To be cempleted
together with the interviewing Nurses or Doctor who will be able 1o help by referring to your notes.

Please answer the following questions and tick 'N' {no) or 'Y’ {yes} in the column. If'Y' Please describe
‘ : N|Y Description
Have you, since your last medical been {reated by your family docter or
specialist for significant {major} ailments? L
1 Ear, nose, eye or throat problems L
2 Chest problems like asthma, bronchitis, other bad cough R }wm M;‘
3 | Heart abnormality, chest pains (- ' 1;’”’ M“*\Q
4 Abdominal pains, abnormal bowel motions "-'/. / fi LEBAHASE T 3 %\“
5 Urogenital problems (kidney disease, menstrual disorder) L f&?:i”mf;{ 'ig I
6 Skin trouble or allergies ;'" B T ps 404, Busayl ":m J
7 Epileptic fits, dizzy spells or migraine ] \J‘:”“z» ST »m‘ﬁm;@
8 History of mentat ilness, depression anxiety "1 e 7 e %%Q‘f&;ﬁvﬁf
9 Diabetes, thyroid disease ‘ L f"vj:j%:a
10 | Blood discrder e.g. anaemia, blood cancer e.g. leukaemia \
11 | Any history of accidents or fractures ]
12 | Have you had any serious allergies ]
13 | Do any dependants have a significant ongoing illness? Ay
14 | Any family history of cancers o
Do you take any regular medicines, or have your taken in the past? k_/
Do you smoke? If yes, what and how much each day? ]
Do you drink alcohol? If yes, what is your average weekly intake? b |
Have you ever taken elicited/recreational drugs? L
Avre you doing regular sports or physical activities? |\

STATEMENT: | have read the above questions and the above answers are correct and no information concerning my present
or past state of health has been withheld. . | understand and agree that this form will be held as a confidential record by PDO
Medical Department, and may be copied (by paper or secure electronic transmission) ) to the Occupational Health Serwces for
the purpose of Health Surveillance and other Occupational Health rewew

D5 1o Lbal

Date: Signature of Applicant:

Ch “f““"%:f_?j e . oA A
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Appendlx 20: (Form SQS) Epworth Screenlng Quest. For Sleep Apnoea

Employee[)ata 5 B 0T Date: @S// D/?’(’ s /
Name: S{/}“ﬂ r)(;(,fﬁ/ & f)%/% DepartmenﬂCompany f@{,fﬂt( 0}77/7 by
1. D Ne, q /’7’)}) 2/ 2“__//7 Tel # Occupation : H’DZ)

This questionnaire will help identify if you have any health condition which may need a more
detailed medical assessment as part of your fithess to work determination. If you have any
queries please contact your local Health Services staff. All information provided on this
form and during consultations remains strictly confidential. When further clinical evaluation
is required following completion of a screening questionnaire, the details should be
recorded on Q1 and E1 forms,

How likely are you fo fall asleep in the following situations? {use 0 to 3 score as shown
below)

0 Would never doze
t  Slight chance of dozing
2  Moderate chance of dozing

3 High chance of dozing

e sitting and reading

Py watching TV

Ywr sitting inactive in a public place (e.g. theatre ar meeting}

e as a passenger in the car for an hour without a break

& / Lying down to rest in the afternoon when circumsiances permit

&3¢ Sitting a talking with someone

&y Sitting quietly after lunch without alcohol
] in a car, while stopped for a few minutes in traffic
ol eof

If you score a total of 15 or more you should seek advice from medical personnel on site before
continuing to drive  or operate machinery in the workplace.

= ' . - ,j . -
Declaration: |, Sl 5 ﬁz{‘é} {(Print Name} certify that to the best of my knowtedge the
above information supplied by me is true and correct.

Signature: W Date: 0.5%:‘&/';%3?/-/ : ﬁ:»\ }m
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Fitness to Work Certificate for Drivers

0§

Date:

(b, Qo

e SURINDER 51N

Department/Company: T RU [-K O M ,\ J

by ]

Cccupation:

oo J1UU Q60

A5 . HVD-Crane or forkli
" vehicles

DAvER

Health Advisor Statement
“Protocols and Guidance Notes on the Medical Evaluation of Fitness to Work”.

for the above tasks is as follows.

: The above named person has been examined according to the statements laid down in

At this time his/her fitness to work status

Fit with no restrictions

L)

Fit with following restriction(s})

Permanent
restriction

Temporary

The employee is fit for above work but should O
restriction

avoid the following task(s)

Work near moving machinéry of sharp edges

Operate heavy/light motor vehicles, forklifts or heavy
machinery

Other {Specifiy)

Temporary Unfit until

Permanently Unflt

—
Name of Health Advisor Signature

Date 05 ’D

DR, MD D MONIRUL
GENERAL PRACTITIONER
RUSAYL HEALTH CENTRE |
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